The strong influence of social and psychological rather than medical factors affect delayed recovery in employees with work compensable Injuries. Several authors have noted that social factors are considered much more important than medical tactors to determine disability behavior (Derebery & TUllis, 1983; Weinstein, 1978; Yelln, Meenan, Nevitt, & Epstein, 1980) . Attention has shitted from functional limitations due to disease entities to the psychosocial teetors associated with the accident or illness. The same Impairment will produce very different behavior in two different people (Brodsky, 1983b; Derebery & Tullis, 1983; Larson & Sprietzer, 1970) . Disability behavior is therefore learned, and there are many factors which influence the learning of this disabled role.
SOCIAL AND PSYCHOLOGICAL FACTORS
Much of the literature documents the powerful psychosocial Influences that reinforce the disabled role and outweigh the desire to get better. Barsky (1979) notes that an individual is more likely to amplify, focus upon and cling to a particular symptom/ 26 behavior when it produces secondary gain. Secondary gains are those reinforcers that the worker derives from the environment for the maintenance of his or her symptoms (fuck, 1983) .
Three types of secondary gain lnclude, a) sympathy, attention and support, which includes income supplementation, b) being excused from duties, responsibilities, obligations or challenges and, c) the ability to influence important people by virtue ot their acceptance of the individual as being sick (Barsky, 1979) .
Often, after an injury or an exposure, there is an initial outpouring of support for the disabled individual. Family, friends and co-workers show concern and support, and may influence the individual's dependent and regressive tendencies. Family structure often changes and the disabled individual becomes the "Identified patient" (Barsky, 1979; Brodsky, 1983b; Tuck, 1983) . With the special status of disability, there are different expectations of roles and functions, not only in regard to work, but also at home. Often the disabled individual is excused from many of the responsibilities and challenges in daily life. Manipulation of others by the disabled person also is possible, specifically if there is guilt by others and feelings of entitlement by the individual. Entitlement is the feeling that an individual has suffered an injustice and that society owes them something (Brodsky, 1983b) . All these verbal and nonverbal cues help shape the disabled behavior (Brodsky, 1983b) .
The effects of chronic disability Include social and familydisruption, financial drain on society from longterm pension payments, absenteeism with loss of productivity, and excessive medical expenses (Brodsky, 1983b; Catchlove & Cohen, 1982; Fitzler, 1983) . In 1975, total disability expenditures tor the United States were $115 billion annually. In 1982, it was estimated that expenditures, if they remained stable, would increase to $198 billion based on inflation only (Morgan, 1982) . Although the number of disabled individuals in the United States has increased, it is not known how many disabled individuals fall into the category of delayed recovery due to work related injury and illness. The role of the occupational health nurse (OHN) is vital to successful recovery with return to work for these individuals.
The major psychological factor which influences disproportionate disability is an underlying depression (Levenson, Hirschfeld & Hirschfeld, 1980; Rader & Haber, 1984; Weinstein, 1978) . Schottenfeld and Cullen (1985) examined 21 occupational medicine clinic patients who were severely disabled with medically unexplained symptoms. The purpose of the study was to characterize diagnostic classifications of these somatoform diseases. Of 12 patients who had psychiatric evaluations, six met the Diagnostic and Statistical Manual of Mental Disorders, Third Edition (American Psychiatric Association, 1980) criteria for a major depressive episode. Derebery and Tullis (1983) also note that depression is often present with delayed recovery, and it is therefore imperative to treat the underlying depression.
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LIFE CHANGES AND DISABILITY Levenson, Hirschfeld and Hirschfeld (1980) interviewed 164 worker compensation patients who had injuries for which the traditional medical care had not been successful. Patients were asked to recall past life changes and events four years prior to injurYJ and one or more years after injury. Results show that accident patients had continually escalating life stressors in the years before their accidents, as compared to a normative sample. The year before the injurYJ the accident group experienced 25 % more life changes in addition to the depressive symptoms of eating, sleeping, and sexual difficulties. One year after the injurYJ the accident group reported 77% more life stress than the control group. The authors conclude that the disability could result from inadequate coping and that this could be a socially acceptable way to express unacceptable feelings such as depression. Weinstein (1978) proposes a model of the disability process whereby excessive stress, tension and denied dependency needs are transformed by illness or accident to an "acceptable" disability. He identifies five stages in this process. Weinstein (1978) identifies two critical stages in this process where levels of work competence and self-esteem/ mood diverge: A) During the crisis build up stage, when there is personality difficulty plus a problem home/ work situation = an unaccepteble disability. The second critical stage, B) is the explanatory event. The unacceptable disability (described in A) plus an explanatory event (accident, illness,job environment) results in the acceptable disability characterized by Increased self-esteem and decreased depression.
While this model may be considered controversial, it does offer a process and an explanation for these related features. Weinstein (1978) emphasizes that behavior change Is difficult and unlikely whenever selfesteem is high; when it Is lo\¥, change may be sought out by the patient and facilitated and directed by others. AdditionallYJ Weinstein (1978) proposes that when depression and anxiety are considered less shameful and more acceptable in our greater work and societal cultures, the forces that JANUARY 1986; VOL. 34, NO.1 When the disabled indMdual has persistent symptoms . . . the health care provider often responds with providing more time off from work . . . initiate disability may be lessened as well.
WORKERS' COMPENSATION/INCOME SUPPLEMENTATION
Workers' compensation was designed to cover work-related injuries, protect income, provide medical and rehabilitative services, encourage safety and encourage effective delivery of benefits. Beals (1984) states that this no-fault system influences disproportionate disability behavior specifically in three ways: 1) The provision of tax-free income, the amount of which varies state to state and depends on whether the disability is temporary vs. permanent, partial vs total. While usually not much, the amount of the benefit may not constitute financial hardship for some individuals. 2) The length of time between opening the claim and closure prolongs symptoms and expectations of grandeur (Beals, 1984) . Current laws provide compensation for being disabled which may make a full effort toward rehabilitation difficult (Derebery & TUllis, 1983) . Once claims are settled, patients will recover quickly (Beals, 1984; Derebery & Tullis, 1983) . 3) The appeal process prolongs settlement for over a year in most cases. During the appeal, the individual does not seek work because he/she may feel it would adversely affect their claim. Often they are evaluated by numerous physicians, numerous tests are ordered and this reinforces the individual's perception that he or she maYJ in fact, have a serious disease. Often, legal counsel is involved and this tends to increase the amount of the settlement, which does not coincide with the actual amount of impairment (Beals, 1984) .
MEDICAL CARE
When the disabled individual has persistent symptoms, and is not showing recovery within an expected length of time, the health care provider often responds with providing more time off from work and rest. This common therapeutic regime actually serves to prolong recovers and may further enmesh the individual in the sick role (Catchlove & Cohen, 1982) . As the individual becomes more invested in building his/her case that their disability is work related, they often are evaluated by numerous physicians and the individual begins shopping for doctors and controlling their case, i.e., telling the physician that they are in too much pain to go back to work; that modified work does not exist, or what to write in the medical-legal report to the insurance carrier. Barsky (1979) , in his analysis of patients who amplify their bodily sensations, notes that patients who view physicians as having these legal and administrative powers often amplify the communication of the symptoms, as opposed to the experience of the symptoms. The opportunity for modified work is often not consistently investigated by the health care provider. Derebery and Tullis (1983) state that union policies often preclude early return to work for modified dutYJ that the individual is "entitled to time off work even if the injury was minor.II Multiple testing, multiple referrals in combination with keeping someone away from work, delays recovery and may magnify the actual seriousness of the injury (Derebery & Tullis, 1983) .
Another phenomena is the situation where a work disability results from a known or unknown exposure in the workplace. There is a need for clear and concrete answers to questions regarding type and effects of exposure. Often it is not possible to answer every question regarding the latency effects of acute vs. chronic low dose exposure. Some individuals have difficulty dealing with the unknown and doctor shop looking for the answer, becoming more and more disabled as they pursue. Some physicians give all known data to the patient, expecting the patient to evaluate and to view this data In perspective. Effective communication skills are necessary not only to impart neces-sary knowledge, but to effectively deal with the underlying fear and anxiety.
WORK·RELATED FACTORS
A number of work and organizational factors have been identified as reinforcers of disability behavior. Brewin, Robson and Shapiro (1983) studied the rate of recovery in 93 British male laborers who were referred to an accident clinic for treatment of industrial orthopedic injuries. The purpose of the study was to examine the effects of job satisfaction, supplemental income, causal responsibility and culpability on social and psychological factors influencing the rate of recovery while controlling for the severity of the injury.
Findings were that those patients who were married, who did not receive income supplementation, who felt culpable (i.e., morally blaming self for accident), and who were more satisfied with their jobs, returned to work sooner than those patients who did not feel culpeble. The authors analyzed those patients with a slow recovery rate and whether there was a type of accident for which the patient would feel little blame. Fourteen of the patients experienced accidents caused by mechanical or equipment fallure, or by the careless actions of a co-worker. All of these patients had a significantly slower rate of recovery.
Although the study has limitations specifically In regards to the tools and the method by which severity of injury was controlled, It is extremely Important to look at those social and psychological factors that influence delayed recovery.
The probability that an individual will continue working once there is a physical impairment is also affected by the tolerance management exhibits to persons with limitations. This may be expressed by availability of sick time and health benefits, polley regarding modified work, and employee control over their work (Yelin, Meenan, Nevitt, & Epstein, 1980) . In a study of workers with rheumatoid arthritis, Yelin, Meenan, Nevitt, and Epstein found that when workers had control over the pace and output of their work as well as the time of arrival and departure from work, the probability that they would become disabled from work was greatly reduced. When superiors alone set the pace of work, the probability that a worker became disabled significantly increased. While it is reasonable to question the generalizability of the results of this study to other groups of disabled workers, these results are intuitively appealing and warrant further study.
Reactions to work stress are a function of individual perceptions, personality, expectations, social support systems, and a person's ability to adapt. A person high in trait anxiety is more likely to respond anxiously to threatening or ambiguous situations. Brodsky (1984) identifies a trend that workers now expect more from their jobs, satisfaction of psychological and spiritual needs, and feel cheated when their expectations are unfulfilled.
Numerous stressors related to the workplace itself may include interpersonal conflicts, unpredictability, change In work assignment without consultation, unrealistic expectations for work production, harassment, fear of exposure to known and unknown toxic SUbstances, fear of violence and unprovoked attacks (Brodsky, 1984; Tuck, 1983) . A study by Allodi and Montgomery (1979) showed that the probability of missing excessive time from work and developing a neurotic complication after an accident was related to job satisfaction.
INTERVENTION
Not every individual responds equally to the same Impairment. The OHN must therefore assess each III or injured employee for social, psychological and medical factors that influence the course of recovery. Delayed recovery affects only a small percentage of all ill or injured employees, but these individuals require a proportionately large amount of OHN time to effectively manage.
ACUTE PHASE
It is important to identify early those individuals at high risk for delayed recovery. As previously noted, this includes those individuals with underlying depression, recent significant life changes, job dissatisfaction, and those social and psychological factors that reinforce disability behavior.
Recommendations for treatment for the acute phase emphasize early activity (Derebery & Tullis, 1983; Tuck, 1983) . This supports the current trend towards a sports medicine approach that treats the disabled worker like an injured athlete. Derebery and Tullis (1983) suggest daily physical therapy to simulate a work routine and a structured exercise program to build and maintain physical endurance. It is ideal that these activity programs simulate the demands of their job tasks. Judicial use of medications may be adjunctive. Derebery and Tullis (1983) recommend ice and the avoidance of narcotics. The overall goal is to discourage a disabled identity and maintain muscle tone.
Early return to work is a key factor in determining outcome. Catchlove and Cohen (1982) studied worker's compensation patients with chronic pain. At the onset of their treatment program, the study group was told they would need to return to work within one to two months and that this was an integral element of the program. The control group received no such instruction and participated in other aspects of the treatment program. The intervention creating an expectation to return to work in this multimodal treatment program resulted in more of these patients returning to work. The authors assert that not to insist on return to work is a tacit acknowledgment of the "patient's view of himself as regressed, dependent, incapable and tend to nullify the gains made from a treatment program."
The employee's ability to return to work is dependent on two components: physical capabilities and job demands. Physical capabilities must evaluate the ability to perform specific activities. McDowell and Roberts (1983) present a tool to aid in functional assessment. It is also critical to obtain the employee's job analysis which specifically identifies the physical requirements of the job. If there is a discrepancy between capability and job demands, part-time or modified work may be considered (Derebery & TUllis, 1983; Tuck, 1983) . The objective is to maintain physical conditioning and to maintain contact with the work environment.
Value is also placed on effective case management. It is vital that the employee receive appropriate objective medical care, developing a relationship of confidence and trust (Beals, 1984; Fitzler; . Beals (1984) recommends managing injuries based on the known natural history. For example, for employees with acute back pain and no prior surgery, 60% would be expected to recover in three weeks and 90% in eight weeks (Beals, 1984) . Delayed recovery is recognized when the individual continues to report subjective limitations of ability despite lack of supporting objective findings. Early recognition of this phenomenon is crucial.
Counseling needs for all employees on disability will include anticipatory guidance, information, and reassurance (Barsky, 1979) . Depression may be caused or exacerbated by a work related injury and/or illness. Psychotherapy may be useful for those who have insight into the relationships between the emotional and physical self (Derebery & TUllis, 1983; SChottenfeld & Cullen, 1985) .Antidepressant therapy has also been beneficial (Schottenfeld & Cullen, 1985; Tuck, 1983) . Some individuals ask for help for emotional problems through expression of physical symptoms, and are unable to recognize the psychic component (Barsky, 1979) . A primary care provider with psychosocial skills would be the most effective referral for these individuals (Barsky, 1979) .
CHRONIC PHASE
With prolonged time away from work, it is important to determine whether the primary problem is physiological or psychological (Derebery & Tullis, 1983) . Consistent care should be provided by a rehab-oriented health care provider that does not reinforce dependency and secondary gain. Often, patients search for a physician who will validate a physical basis for their symptoms, therefore making them "legitimate" (Brodsky, 1983a) . It is important that individuals caught in JANUARY 1986; VOL. 34, NO.1
Definitions of Disability Terminology
Impairment is any loss or abnormality of psychological, physiological or anatomical structure of function (e.g., hearing loss) (Parmeggiani, 1983) .
Disability is any restriction or lack (resulting from an impairment) of ability to perform an activity in the manner considered normal for a human being (e.s., communication problems due to hearing impairment) (Parmeggiani, 1983) .
Handicap is a disadvantage due to an impairment or a disability that limits fulfillment of a role (Parmeggiani, 1983) .
Disability behavior, as defined by Brodsky (1983b) , is verbal and nonverbal illness behavior exhibited by patients who are incapable of doing what they formerly could do because of the effects of injury or illness.
Somatoform disorders refer to the presence of vague, multiple and confusing symptoms with no demonstrable organic findings or known physiologic mechanisms (American Psychiatric Association, 1980) . Malingering is the conscious production of false, misrepresented, or grossly exaggerated symptoms in pursuit of an obvious goal (American Psychiatric Association, 1980) . this process avoid unnecessary hospitalizations, surgeries, and risky diagnostic procedures (Levenson, Hirschfeld, & Hirschfeld, 1980) . Current recommended treatment for chronic disability continues to be multidisciplinary to include vocational rehabilitation, psychotherapy, family involvement, directive counseling with social skill development, and occupational and physical endurance conditioning. Wooley, Blackwell, and Winget (1978) reported that in a chronic pain treatment program, patients had improved tolerance of pain and decreased rates of drug use when care-taking responses were minimized and self-control responses were encouraged. Specific approaches included patient involvement in planning and implementing treatment objectives focused towards social skill development In a behavioral modification milieu. Tuck (1983) recommended family involvement in the treatment process, discouragement of litigation, and close follow-up with the disabled employee. Fitzler (1983) suggests early communication to evaluate the need for both medical and vocational rehabilitation. She suggests periodic face to face contact with the employee at the workslte to maintain a relationship with both the OHN and the working environment (Fitzler, 1983) .
Disproportionate disabilityrefers

CONCLUSION
Isolation from work due to prolonged work disability Involves more than just economics; it involves a most important way of meaningfully relating to a larger social context (Larson & Spreitzer, 1970) . Work gives status to the individual and his family (Larson & Spreitzer, 1970) . Employees with delayed recovery due to work compensable injuries present a challenge to the OHN, the employee, his family and the employer. Early recognition and intervention by the OHN is paramount to minimize delayed recovery.
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